In 2015, an estimated 15% of persons living with HIV were unaware of their infection, but they accounted for approximately 40% of annual HIV transmissions in the United States. 1, 2 Although the US Centers for Disease Control and Prevention (CDC) recommends at least annual HIV testing for persons at high risk, including men who have sex with men (MSM) and persons who inject drugs (PWID), 3 many of those persons are either not offered or do not receive HIV testing when visiting clinicians. 4 We estimated the percentages of MSM and PWID unaware of their HIV infection with missed opportunities for testing and diagnosis in clinical settings.
Methods | The CDC's National HIV Behavioral Surveillance (NHBS) 5 collects biobehavioral data from high-risk populations in rotating annual cycles in cities with high HIV burden. Participants were recruited using respondent-driven sampling (for PWID) and venue-based sampling (for MSM) and completed an anonymous interview and a subsequent HIV test. NHBS was approved by local institutional review boards in each city; all participants provided oral consent. We analyzed NHBS data on adults 18 years or older from 19 US cities. Data from men who had ever had sex with another man were collected in 2014, and from men and women injecting drugs in the past year in 2012 and 2015, which were combined to ensure stable estimates. Persons were unaware of their HIV infection if they (1) (13) Other (non-Hispanic) 971 (5) 81 (5) 1 (1) Sex Men 13 892 (72) 1125 (71) 135 (73) Women 5465 (28) 464 (29) 49 (27) a Percentages may not sum to 100% due to rounding.
b Participants who consented and completed the NHBS interview and HIV test.
c Participants who had an HIV-positive NHBS test result.
d Participants were unaware of their HIV infection if they reported (1) no previous HIV-positive test result or no previous HIV test, (2) had a confirmed HIV-positive NHBS test result (blood test), and (3) had no detectable antiretroviral drugs in their blood sample. e MSM analysis was limited to men who reported ever having sex with another man, were aged Ն18 y, and lived in the participating NHBS city. f Race/ethnicity is presented because it is associated with differences in HIV prevalence and access to health care. Race/ethnicity were self-reported by participants using a standard 2-question measure of race/ethnicity. Participants were asked to report their race (black/African American, American Indian/Alaska Native, Asian, Native Hawaiian/other Pacific Islander, white, or multiple race) and ethnicity (Hispanic/Latino: yes/no) separately.
6
A 4-category race/ethnicity variable was coded as follows: participants reporting Hispanic/Latino ethnicity were considered Hispanic, regardless of race; all non-Hispanics were categorized as black, white, or other race. "Other race" included American Indian/Alaska Native, Asian, Native Hawaiian/other Pacific Islander, and those of multiple race. g PWID analysis was limited to men and women who injected drugs not prescribed to them in the past 12 mo, were aged Ն18 y, and lived in the participating NHBS city. Eliminating missed opportunities for HIV testing and diagnosis in health care settings may reduce HIV transmission, especially among high-risk groups. Clinicians should routinely screen patients for HIV and identify persons with ongoing risk to ensure they are screened annually. (2) had a confirmed HIV-positive National HIV Behavioral Surveillance (NHBS) test result (blood test), and (3) had no detectable antiretroviral drugs in their blood sample. b MSM analysis was limited to men who reported ever having sex with another man, were aged Ն18 y, lived in the participating NHBS city, and were unaware of their HIV-positive serostatus. c PWID analysis was limited to men and women who injected drugs not prescribed to them in the past 12 mo, were aged Ն18 y, lived in the participating NHBS city, and were unaware of their HIV-positive serostatus.
Group Information: A list of members of the NHBS Study Group is available.
In Reply Dr Rigatelli and Mr Zuin suggest the need to further characterize PFO to identify subgroups of the population with PFO who are at increased risk of perioperative stroke and hence, targets for preoperative optimization. Rigatelli and Zuin conclude that only large right-to-left shunts will significantly increase the risk of paradoxical embolism, and that "the presence of a tiny PFO and mild or trivial right-to-left shunting should not be claimed as a risk factor for noncardiac surgery, particularly in patients aged 55 years and older." However, a systematic review and meta-analysis of all available prospective studies reporting recurrent cryptogenic strokes in medically treated patients with PFO did not show a statistically significant association between the functional magnitude of right-to-left shunt and the risk of recurrent cerebrovascular events. 1 Other groups have examined proposed echocardiographic risk features including presence of right-to-left shunt at rest and atrial septal aneurysm and found 
